More than 90% of imported Plasmodium falciparum malaria infections are diagnosed within five weeks after returning from an endemic area. 1, 2 Here a case of P. falciparum malaria in a pregnant woman is reported, diagnosed four years after her last stay in an endemic area.
A pregnant 29-year-old Ghanaian woman having lived in Italy for eight years was seen in November 2001. Her last visit to Ghana had been in summer 1997 and she had not taken anti-malarial prophylaxis and remained apyrexial during the following months. In August 2001 she developed fever, headache and vomiting, initially interpreted as gravidic hyperemesis. The thick and thin blood films showed trophozoites and gametocytes of P. falciparum (PF) (5350 trophozoites Â 10 6 /L). A PCR was not carried out, but a rapid antigen detection test (Binax NOW W ICT Pf/Pv test) and the anti-PF antibody test (IFAT, BioMérieux) were positive (>1/1280 versus 1/ 20 normal). The microscopy was confirmed by two referral centres in Italy and by the Prince Leopold Institute of Tropical Medicine in Antwerp, Belgium.
The patient was treated intravenously with quinine for six days after which the symptoms rapidly disappeared and she was discharged in good conditions. The pregnancy progressed normally.
The normal incubation of P. falciparum malaria is 7-15 days 3 and recrudescence is possible within a few weeks to one year after an untreated or incompletely treated infection. However, cases of late P. falciparum infection have been reported.
2,4-8 The present patient had never used intravenous drugs nor received any blood transfusion or parenteral treatment.
Potential vectors of Plasmodium vivax are still present in some rural areas of central and southern Italy, 9 however, this patient lived in an urban area of northern Italy. She had not travelled by air since 1997 so airport malaria and ''baggage'' malaria were also excluded.
The patient used to receive packages from Ghana, which could have evaded regular health controls, 10 but the last one had arrived before her last journey to Africa. The most likely hypothesis is that the patient was infected during her last stay in Ghana in 1997. The infection was sub-clinical because of premunition. By impairing the pre-existing immune equilibrium, 11 pregnancy could have acted as a trigger of an extremely late recrudescence of P. falciparum malaria.
This case highlights the problem of malaria transmitted by blood transfusion, which represents a rare but serious complication of blood transfusion in the United States (estimated incidence lower than 0.3 cases per million transfused blood units). 12 The correct application of guidelines from the Food and Drug Administration and the American Association of Blood Banks (donors who are residents of nonmalarious countries are deferred for one year after return from travel to a malarious area or for three years if they have had malaria, while immigrants from malarious areas are deferred for three years after leaving such areas) can prevent most but not all cases of transfusion-transmitted malaria. 12, 13 This patient would have escaped this screening.
Is this case exceptional or are ''healthy'' longterm carriers of P. falciparum infection less rare than one can imagine among semi-immune immigrants? Could rapid tests for Plasmodium antigens and/or PCR help answer this question?
